I SHALL not spend time in describing the condition of status lymphaticus as displayed in the post-mortem room. The appearances -re familiar to all; their interpretation alone is in dispute. Two contrary opinions appear to have their adherents. I believe that neither sufficiently explains the known facts, and desire to suggest a third.
The condition has generally been regarded as a peculiar and somewhat rare inborn anomaly, and its existence has been frequently advanced in the coroners' courts and elsewhere as an explanation for the sudden death of a child or young person which otherwise appeared inexplicable. The condition, however, at least among the faulty children of our London poor, is no rarity. In children dying suddenly, whether, for example, as the result of street accidents or of some -virulent and rapidly fatal infection, in children, that is to say, whose bodies have not been emaciated and dehydrated by prolonged illness, it -is found in the post-mortem room of Guy's Hospital in a proportion *of more than 40 per cent. It is possible and probably right to argue that in.the case of the virulent and fatal infections the undue rapidity of death has been determined by the lowered resistance of these ;anomalous children, but the high proportion in which death is due to a severe trauma permits of no doubt as to the frequency of its occurrence -during life.
Others, impressed by the frequency of the condition in the postmortem room, and noting how plump and rounded the bodies of such -children appear, have maintained that the large glands and the prominent lymphoid follicles represent the normal condition of health.
It is said that this was the teaching of Sir Samuel Wilks. If so, we must be prepared to accept the view that adenoid vegetations, enlarged tonsils, and enlarged cervical glands also come within the category of the normal, for with hardly an exception the overgrowth of the deep seated lymphatic apparatus is accompanied by the enlargement of these more superficial structures.
I suggest that no matter where the lymphatic glandular tissue is ju-4 hypertrophied and swollen the explanation is the same, and that the hypertrophy may be regarded as the evidence, persisting after death, of chronic irritation in the corresponding mucous membranes by persistent, though perhaps quiescent, catarrhal infection. After death the mucous membranes themselves may show no trace of catarrhal reaction; the enlarged glands remain as evidence of its presence during life. It is not difficult, I think, to recognize during life a very common condition to which we may give the name of the "status catarrhalis,"' and which is the clinical analogue of the post-mortem condition, status lymphaticus. Children who show this condition suffer almost continuously from a succession of catarrhs. Skin, conjunctiva, the mucous membranes of ear, nose, nasopharynx, bronchi, intestine, are alike involved in chronic catarrhal processes, which from time to time show exacerbations, with the result that hardly a week passes without a pyrexial attack. In typical examples of this condition the children are fat and watery, with rounded, exaggeratedly infantile bodies. The feet and hands are cold and blue. The hair is sparse, dry, and irregular in its growth, so that the margin of the hairy scalp lacks definition. The skin on the cheeks and on the point of the chin is reddened and infiltrated with papular eczema. There is often intertrigo behind the ear or in the limb flexures. The upper lip is red and sore from the irritation of the chronic nasal discharge. Mouth breathing is the rule, because of the large tonsils and adenoid vegetations, with large everted open lips, which often show cracks and fissures. The chest, for the same reason, is narrow and contracted, and contrasts with the swollen and often pigmented abdomen. The bowels are apt to be loose and often contain mucus. The conjunctiva is reddened and injected. In boys preputial irritation is common, in girls vaginal catarrh. Otitis media is very frequent. The teeth decay early and show circular caries. Urticaria papulata is often a constant symptom. Tempers are usually violent, the intelligence below the normal, so that some have been sent to me as cretins, and the appetite is enormous. The symptom, however, upon which I lay most stress is the extreme wateriness of the tissues in these children. Although they present, because of their plump aspect, a fictitious appearance of health, which commonly entirely deceives their parents as to their well being, they are in reality atrophic children who have retained an undue amount The condition has been described under various names. Our forefathers called it scrofula and struma-names which, in the course of time, came to have a more limited application. In German literature we read of " the exudative diathesis"; in F'rench literature ofneuro.arthritis." of fluid in the water depots of the body. The nutrition of the skin, teeth, hair, and all .the mucous membranes, and their resistance to infection, has been profoundly lowered. If, however, a period of higher pyrexia supervenes, from exacerbation of the catarrh in one or more situations, the water is rapidly turned out of the body, and the true atrophy of the child is unmasked. Chart I (fig. 2) shows the weight of the elder of two boys upon thirty-one successive days. I admitted himn for observation, when in his usual state of health, and on the thirty-first day his father removed him, because, he said, there was nothing the matter with the child, and that I was experimenting on him. He had as a rule a huge appetite, but on admission he was homesick and would not eat. In the first four hours his weight fell nearly 40 oz. as a result of relative starvation, a fall due not of course to tissue loss but to loss of water. After one week his appetite returned; he began to eat 8, 10, and 12 oz. of bread in the day, and in addition took one pint of milk. In the second week he regained the water, and his weight rose 3 lb. in seven days. Thereafter it remained on the higher level, with considerable daily fluctuations. The temperature curve is placed above, showing its persistent slight irregularity even in health. I published these observations in a clinical lecture in the Guiy's Hospital Gazette in December, 1916 . Two months later the boy was admitted to Guy's Hospital moribund, and died apparently on the second day of an attack of diphtheria. Post mortem, a very extreme degree of status lymphaticus was seen. I do not know what became of the younger brother (see fig. 1 ), but the mortality among such children fron diphtheria, measles, and whooping-cough is enormous. Clinically we meet with examples of the status catarrhalis both before and after dehydration; in the former case the children are active and lusty enough, in the latter prostrate and complaining. Persistent dehydration is, however, ultimately accompanied by disappearance of the overgrown lymphoid tissue and by a decline in the severity of the catarrhal symptoms. So that, in a sense perhaps, we may regard the higher pyrexial reaction which destroys appetite and produces dehydration as a reaction in the interests of the child. We are familiar with the fact that an acute and spreading eczema is seldom to be seen but in a fat and watery child. If eczema persists in a thin child, it is dry, chronic, and of little intensity. Mothers have observed how rapidly pyrexia clears the skin of eczema. The eczema has struck inwards, they say, as usual observing well, but interpreting faultily. Evidence is not wanting that catarrhs of the mucous membranes behave in the same way as the catarrh of the skin. I recall a little boy, aged 6 years, admitted with a pyrexial illness which the autopsy six weeks later proved to be infective endocarditis. He showed nearly all the signs of what I have called the status catarrhalis. Yet day by day, as his body became emaciated and dehydrated by prolonged pyrexia, one could watch the nasal discharge cease, the succulent mucous membrane become dry, the tonsils and cervical glands steadily diminish, until at death no trace of enlargement could be distinguished.
In the treatment of the status catarrhalis I feel sure that we must direct our efforts towards achieving a less watery habit of body. The condition is dependent, no doubt, upon hereditary factors to some extent; but it develops unchecked only when hygiene is faulty, and when the diet is excessive and unsuitable.
It is the last point that I wish to deal with more precisely. As a, result of the economic policy of the last fifty years, which has been directed towards maintaining a cheap loaf and cheap sugar, the children of our poor are fed almost entirely upon bread and sugar. Of these some eat enormously and almost continuously. A mother and six children, for example, habitually consumed 10 lb. of bread a day.
Children of 6 years of age will sometimes eat 16 or 18 oz. of bread in the day. I have verified this by careful weighing in the ward. I believe that the condition which I describe is very closely dependent upon this enormous consumption of carbohydrate, so vastly in excess of the requirements of the body.
To illustrate this I have reproduced four charts, now shown.
Chart II (fig. 3 ) is taken from a normal child, aged 15 months, suffering from a slight and transient nasal catarrh. Note (1) that the fall in weight during pyrexia is slight, (2) that after recovery the temperature adheres closely to the normal line, (3) that the curve of the daily weighing shows a complete absence of large fluctuations.
Chart III (fig. 4) shows similar curves from a child, aged 3 years, with status catarrhalis, fat and watery, with a huge appetite. The average daily consumption of bread was 15 oz. In addition one pint of milk was given.
Note in contrast to Chart I (1) their regular temperature curve, (2) the fluctuation in the line of the weight curve. On one occasion there was sudden gain of 24 oz. in the day.
Chart IV (fig. 5 ) is a curve from a child, aged 2 years, so watery that the dorsum of hands and feet pitted on pressure. For the first three weeks a milk (1) the unstable temperature, (2) the rapid fall in weight from excretion of fluid with the loss of cedema (the fall was equal to one-tenth of the body weight), (3) the slight genuine gain in weight in the next two weeks, (4) the rapid fictitious rise in the last week due to retention of water.
Chart V (fig. 0) is a curve from a child, aged 4 years, with status catarrhalis.
Till the point marked A he was given as much bread as he would eat. For the first few days he was homesick and had no appetite. Later he ate very largely. At A he was given a spare diet of milk, fish, eggs, green vegetables, and fruit. Note (1) the unstable temperature, (2) the rapid rise in weight while bread was taken freely, and (3) the initial fall in weight after the change of diet.
In suitable cases I believe that the greatest good can be achieved by persisting for many months in a carefully cdntrolled diet in which the starches and sugars are reduced to a minimum. I have had most success with a diet of skim milk, meat, fish, eggs, green vegetables, and fruit, calculated so as just to cover the physiological needs of the child and controlled by its effect upon the visible catarrhs and palpable glands.
My next point is that if, in this class of case, the vulnerability of the mucous membranes is due to a fault of nutrition such as I suggest, it follows that local treatment is little likely to be efficacious. I have collected a considerable number of cases in which local measures have been steadily pursued for a long time, sometimes for years, without improvement, which ,have yielded within a few months to dietetic measures on the lines indicated.
In conclusion, I wish to bring forward for criticism one further suggestion. I believe that the status catarrhalis has a very intimate relation to that somewhat indefinite disorder of later childhood which we call rheumatism; watching many of the children from year to year I find it impossible to avoid the conclusion that the rheumatic symptoms are added at the moment when the catarrhal non-pyogenic organisms pass the barrier of the hypertrophied lymphoid tissue and infect the blood-stream. Then the child, suddenly losing his watery infantile aspect and taking on a longer and slimmer growth, is said to suffer from growing pains.
It need hardly be said that the irritated glands are more likely than not to become infected with tubercle. As a result of faults of hygiene and of diet, the children suffer from a lowered resistance to infections of all d(egress of severity. Prone to chronic and mild catarrhal processes, they also fall a prey more readily to more severe infections, amongst which rheumatism and tubercle occupy the first place, while measles, diphtheria, and pneumococcal infections sometimes produce a fatal result at the very onset of the disorder, before the usual postmortem appearances have had time to develop. Of sudden death from pressure of an enlarged thymus, the so-called mors thymica, I have not :spoken. I have no knowledge of the condition, and I am in doubt whether it exists at all. CONCLUSIONS. To sum up I suggest (1) That the lymphoid overgrowth so commonly found post mortem in children is no more than an enlargement from the irritation of chronic catarrh in the corresponding mucous membranes.
(2) That such children during life show evidence of faulty nutrition or infection of all epithelial structures, hair, skin, teeth, conjunctiva, and the mucous membranes of respiratory and intestinal tracts.
(3) That there is usually present a characteristic wateriness of the tissues, which is dependent to some extent upon excessive carbohydrate feeding, which is a main cause of the vulnerability to infection.
(4) That local treatment of the catarrhs alone is likely to be inefficacious, and must be accompanied by a systematic attempt to bring about the process of dehydration and improve the nutrition of the tissues.
(5) That the status catarrhalis in the sense defined is a predisposing cause of rheumatism and tubercle, and carries with it a liability to sudden death at the onset of virulent infections, such as pneumococcal infections, measles, or diphtheria.
DISCUSSION.
Dr. LANGMEAD: Dr. Cameron, under the title of the'" Status Catarrhalis," has given us a full and lucid description of a condition which we can scarcely fail to recognize. It is a true picture of a type of child who is by no means uncommon. The group of symptoms and the susceptibility to catarrhal infections constitute, as no doubt Dr. Cameron will admit, practically the state to which Czerny gave the name of the exudative diathesis, which we occasionally call " struma " or " scrofula," adopting a name which was formerly common to it and to tuberculosis of skin, mucous membranes, and glands. But I am not prepared to admit that it is identical with or a preliminary stage of status lymphaticus. Dr. Cameron likens the enlarged glands in the neck following catarrhal and suppurative conditions of the mouth, nose, and pharynx to the mesenteric glands of status lymphaticus; the former are inflammatory in type, but he has not shown that the latter can be so defined. They do not show the histological changes of inflammation, but merely those of hyperplasia. He gives no explanation of the enlargement of the thymus and of the Malpighian corpuscles in status lymphaticus. I agree that the thymus seldom or. never causes death by mechanical pressure, but its enlargement, nevertheless, isan integral part of the complex known as " status lymphaticus." If his conception were correct there should be a history of " status catarrhalis " in all cases of " status lymphaticus." This is not obtainable as a rule, in spite of the relative frequency of status catarrhalis. Status lymphaticus I regard as far rarer than many suppose. Without knowing that I could quote in support so eminent an authority as Sir Samuel Wilks, I have formed the, opinion that most of the descriptions of the post-mortem appearances of fatal cases of " status lymphaticus " are those of normal children.
The CHAIRMAN (Major H. Morley Fletcher): We might spend the whole evening discussing this interesting point as to whether status catarrhalis is identical with status lymphaticus. Personally, I agree with Dr. Langmead that the two conditions are not necessarily the same: that status lymphaticus, when it occurs, is a definite condition. I also agree with Dr. Langmead that. true status lymphaticus is much rarer than one would be led to believe from what is seen in the daily press about it.
Dr. F. PARKES WEBER: It would be interesting to know whether, insome of the cases which Dr. Cameron has investigated, there was increased carbohydrate tolerance; the large consumption of bread and the hungering after sweets suggests that there may have been. Some of the pictures. of children shown by Dr. Cameron suggest the "Frobhlich type," of pituitary "dystrophia."
In regard to status lymphaticus and sudden death I remember a very fat. child, a little less than 1 year old, who was shown to me by one of the outpatient department physicians at the hospital. A short time later the mother, probably to relieve a stomach-ache, put a salt poultice on the child's abdomen; it was applied too hot, and burning resulted. The child was then brought to. hospital as an emergency case, and died with a convulsive seizure soon afterwards. At the post-mortem examination a persistent thymus, but nothing obviously abnormal, was found. I suppose that the case was an example of' lymphatism. Whether that is the same as the condition now discussed by-Dr. Cameron, though under the same heading, is doubtful.
Dr. CAMERON (in reply): I am very glad that these somewhat speculative. opinions on my part have evoked some criticism, because that was my object in reading the paper and in speaking so dogmatically upon obscure matters. With regard to the histological appearance of the enlarged glands it is extremely difficult to say, where the irritant is chronic and of slight degree, what is an ju-4a
inflamed gland and what is a hypertrophied gland. There are cases of enlarged glands in the neck due to adenoid vegetation or ulcerated sore throat, in which one would not hesitate to say that the inflammatory changes are very marked. But there are also cervical glands which have become enlarged and have been palpable for a long time which I do not think could be differentiated by histological examination from the glands in cases pronounced to be status 'lymphaticus. As to the thymus, what I said in my paper was, that I have great doubts as to the existence of any condition which suddenly kills a child by the mechanical pressure exerted by the enlarged thymus. I have no postmortem evidence to support the suggestion that this does occur, and I have not been impressed by the clinical notes of the cases I have seen recorded. These watery children, of whom I have shown pictures, at once suggest to our minds a connexion with rickets. They tend also to suffer from laryngismus *stridulus. My own view is that when sudden death occurs it is sometimes ,due to laryngeal spasm, and that this is a more likely explanation than that death is due to pressure on the thymus. Otherwise, I can only say that the thymus seems to me, looking at the post-mortem evidence, to be a fair index of the general degree of lymphoid hyperplasia. It is a structure which diminishes rapidly when the child becomes emaciated and the body becomes dehydrated. I am interested to hear Dr. Langmead say that he considers this overgrowth to be a normal condition of health, because that is the view which is taken by many people. I think it is a very common condition, just as adenoid vegetations are a common condition among poor children. But I doubt if the perfect .child of good tissue normally shows either adenoids or general lymphoid hyperplasia. And the more one inquires into the matter the more one sees that these children who die suddenly-whether among the poor or among the well-to-do-and after death are found to have status lymphaticus, have suffered during life from repeated catarrhal infections, or have had repeated attacks of eczema. For instance, in a case which was analysed most carefully from the post-mortem side some years ago at the Section of Anesthetics-that of a boy whose parents were well known people-and who died during an operation for the removal of adenoids, I think it was recorded without comment that as .a young child he had suffered repeatedly from eczema and that he was regarded as a boy prone to catarrhs. That is the history in many of these cases. Parents commonly regard them as absolutely healthy because of their lusty appearance. The father of the boy of whom I speak in my paper, you will remember, removed him from under my care because he could see nothing the matter with him, but two months later he was returned to the hospital moribund. With regard to the carbohydrate tolerance, Dr. Ryffel has more than once found traces of sugar in the urine of children of this type who eat huge amounts ,of bread, and this rapidly disappears when the consumption of bread is reduced;but I have not made any real investigations as to whether these children have an abnormally high carbohydrate tolerance; indeed, I do not know that I have any figures which can be used as controls for children of various ages.
